Video-assisted thoracoscopic surgery (VATS) has proven to be a safe, well-tolerated and feasible technique for a growing number of thoracic procedures. Awake VATS with patients breathing spontaneously may be preferred in selected higherrisk patients. Thoracic epidural anaesthesia and paravertebral nerve blocks have been described as options for awake VATS; however, they have both been associated with adverse events. Recently, Blanco et al described an ultrasound-guided peripheral block technique of the thoracic wall to provide anaesthesia and/or analgesia for breast surgery. This involves, firstly, blocking the pectoral nerves to provide anaesthesia and/or analgesia of the anterior chest wall region, achieved by injecting local anaesthetic in the interfascial plane between the pectoralis major and minor muscles at the level of the third rib (PECS type I block). This results in lateral and medial pectoral nerve blockade. A second type of pectoralis block (PECS type II block) involves the administration of local anaesthetic between the pectoralis minor and serratus anterior muscles at the level of the fourth rib, which provides anaesthesia/analgesia of the anterolateral thoracic wall region. The type II block anaesthetises the lateral branches of intercostal nerves III to VI and possibly the long thoracic nerve. In addition, the serratus plane block has been proposed as a method to provide anaesthesia and/ or analgesia of the anterolateral and posterior thoracic wall region. This requires administration of local anaesthetic between serratus anterior and latissimus dorsi at the level of the fifth rib, leading to a thoracodorsal nerve block. The serratus plane block has been reported as an analgesic technique for post-thoracotomy pain.
We recently used a combined ultrasound-guided PECS type I (ropivacaine 0.375% 10 ml), PECS II (ropivacaine 0.375% 20 ml) and serratus plane block (ropivacaine 0.25% 30 ml) in an elderly adult male patient with a normal body mass index scheduled for awake VATS for recurrent pleural effusion. We used a 22 gauge, 50 mm needle (Stimuplex ® A, B. Braun, Melsung, Germany). The three block series was performed using the Sonosite M-Turbo (Bothell, WA, USA) ultrasound machine and a linear probe (10-12 MHz). The three blocks were performed during a continuous intravenous infusion of remifentanil (0.025 µg/kg/minute), which was also subsequently maintained during surgery. All the blocks were completed within 15 minutes. The patient was then placed in the lateral decubitus position spontaneously breathing oxygen through a Venturi mask. Two surgical trocars were introduced at the fourth right intercostal space. About 800 ml of pleural effusion fluid was evacuated and multiple pleural biopsies were performed during surgery. The procedure Correspondence lasted 90 minutes and the median numeric verbal rating scale (NRS) pain score was 2 during the whole procedure. During the subsequent 24 hours the patient required no rescue analgesic. The mean postoperative NRS score was 2 (interquartile range, IQR 1-3).
Few data are available on the adoption of peripheral blocks of the thoracic wall during awake VATS. However, according to our limited experience, PECS type I, II and serratus plane blocks may be easily performed under ultrasound guidance. In addition, since they may provide adequate pain control into the postoperative period, they may represent a valuable option for anaesthesia and/or analgesia during awake VATS for less invasive thoracoscopic procedures. 
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